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In April 2002, President George W. Bush established the President’s New Freedom Commission on Mental Health as part of his commitment to eliminate inequality for Americans with disabilities.  The goals of the Commission were to identify policies that could be implemented by Federal, State and local governments to maximize the utility of existing resources, improve coordination of treatments and services, and promote successful community integration for adults with a serious mental illness and children with a serious emotional disturbance.  After a year of consultation and research with consumers, professionals, policy makers, and others in all 50 states, the Commission submitted their final report to the president in July 2003.  Their reports called for a nationwide transformation of the approach to mental health care.  

In the wake of the report of the Commission, the latest wave of mental health reform sweeping the nation focuses on deinstitutionalization.  This is hardly a new concept.  Beginning in the 1950s, advocates of deinstitutionalization sold it as both a recognition of patients' rights and a cost-cutting strategy. The passion for civil liberties at any cost is the legacy of the deinstitutionalization movement. Back in the '50s, lawyers were instrumental in liberating patients from decrepit back wards. At the same time, the emergence of powerful antipsychotic medications made it possible for many to live independently.  The result of this first major wave of deinstitutionalization was an increase in awareness of mental illness, its treatment, and patient rights; however, it also resulted in increased rates of homelessness and more people with mental illnesses in the prison system.  The communities at that time were not prepared for the rapid influx of people with mental illnesses into the community and services were not available to serve them.  From 1978 to 1998, only 9 state psychiatric hospitals were closed reflecting a general view that the deinstitutionalization process from the 1950’s had lost its widespread support.  Since that time, the promise of having community programs available has promoted a resurgence of deinstitutionalization. For more than 30 years, states across the US have been developing more person centered, individualized and community based lives for people with people with mental illness. From 1990 to 1999, there were 44 state psychiatric hospitals closings. 



Many states began the process of mental health reform long before the President’s Commission was formed.  In North Carolina, the “State Plan” began in 2001.  Its primary goal is to ensure that many individuals once reliant upon state care facilities will become increasingly served by community-based programs.  Likewise, in Nebraska, Governor Johaans and Senator Jensen have initiated a plan for behavioral health reform in the state, calling their plan the “Road to Recovery.”  As in North Carolina, the plan focuses on serving people with mental illness closer to their home communities instead of in state institutions. 


As we move again towards deinstitutionalization, have we learned from our mistakes in the 1950s?  Advocates say yes.  Opponents and advocates alike are faced with many questions in the process of mental health reform.  How will providers and consumers be involved in this process?  Will community programs be available?  Will they be able to provide quality of care?  Will they have established efficacy in the community before institutions are closed?  What is the role of the clinician in the mental health reform process?  What happens to providers who lose their jobs when state facilities close?  How will funds be allocated?  Who is responsible for creating and funding community programs?   How will rural areas be affected by this transformation?  

The purpose of this panel discussion is to address these questions from the standpoint of clinicians who serve as advocates in their respective states.  Panelists from North Carolina and Nebraska, states currently involved in drastic mental heath policy changes, will discuss ongoing policy changes and outcomes of those changes.

